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CHAPTER 1 
Introduction
Goals of the Study
The Missoula Demonstration Project was established in March 1996 as a 
longitudinal, potentially fifteen-year, effort to research the experience of dying 
persons and their families and to demonstrate that a community-based 
approach of excellent physical, psychological and spiritual care can improve 
the quality of life among those who are dying and their families.
While end-of-life experience and care has become an area of intense interest 
and scientific inquiry during the past few years, most research has focused on 
medical aspects of care and patient experience. Some attention has also been 
focused on the experience of families and the process of informal caregiving. 
The process of longitudinal community-based research requires a careful audit 
of community resources and patterns of service relevant to the area of inquiry.
This paper reports findings from one component of the Missoula 
Demonstration Project’s baseline research, the Network and Systems study. 
This study applies a descriptive and statistical lens to the context of end-of-life 
experience and care at the inception of the Project. Data are drawn from a 
period encompassing 1995 to no later than 1997. The intention of the present 
study is to provide a bird's-eye view of the panorama of end-of-life experience 
and care at the onset of MDP research and prior to any major impact 
attributable to MDP community engagement activities. County demographic 
data, insurance and health care coverage, and death statistics are part of the 
data collected. These items are indicators of community structures and 
processes pertinent to end of life experience and care. By constructing a 
baseline of systems, services and patterns of usage at the inception of MDP
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activities this study will enable comparison to findings in future years and will 
contribute to long-term assessment of the impact of community development 
around issues of life’s end.
The Geography and Population
Missoula County is a 2,598 square mile area in the western part of 
Montana, near the Idaho border. Of its 87,130 people, 48,113 live in the city of 
Missoula, including over 10,000 students at the University of Montana 
(MDPHHS, 1997). Among the cities and towns included in Missoula County are 
Bonner, Clinton, Evaro, Frenchtown, Greenough, Huson, Lolo Hot Springs, 
Lolo, Milltown, Missoula, Potomac and Seeley Lake.
Central to all these locations is the county seat, the City of Missoula. The 
city is the site of the two hospitals in Missoula County as well as the location of 
the majority of health care providers. Its resources serve not only the residents 
of Missoula County, but also those in other western Montana counties and 
eastern Idaho. Ground ambulances, as well as an air ambulance service 
associated with one of the hospitals, facilitate transportation from distant rural 
areas to these hospitals.
The political and social climate of this county is unique within Montana, as is 
usually noted during state elections. Invariably, Missoula and Gallatin counties 
which house the University of Montana and Montana State University 
respectively, support politically liberal candidates and issues, while the balance 
of the state supports more conservative alternatives. This highly educated 
community is active in environmental preservation issues, and outdoor 
recreation including fishing, hunting, hiking, and bicycling. Whereas much of 
the state finds its primary employment in agriculture and mining, Missoula does 
not. The principal employment of Missoula’s residents is to be found in 
wholesale and retail trade, medical services, and the financial and insurance
2
professions. Missoula’s greatest health risk behavior, as noted in official state 
reports (BRFSS, 1995) is a sedentary lifestyle, not at all what one might 
imagine of America's western frontier.
3
CHAPTER 2 
Methodology
State records of Vital Statistics for 1995 were examined to evaluate the 
number of Missoula County residents who had died, causes of death by 
frequency, and ages and places of death. Although the state information was 
helpful in providing a general picture, it did not provide the necessary details to 
inform the project about specific situations and behaviors that preceded death. 
Montana law prohibits access to individual death certificates (Montana Code 
Annotated, 1995), The information, as reported on death certificates, was 
considered necessary to associate specific patient information regarding cause 
of death and co-morbidities with length of stay in last care facility and location 
of death.
Four funeral homes in Missoula were approached as sources of data. As is 
the case in almost all Missoula County deaths, funeral directors carefully 
collect the information necessary to complete death certificates and then file 
the completed forms with the state. They assisted MDP in gathering 
information from their files that enabled this study to extend beyond the usual 
limitations of Vital Statistic Records. Funeral home files for e^ch of the 596 
deaths of Missoula County residents that occurred in the County that year were 
examined. Each individual’s file was researched for information regarding the 
place of death and length of admission in institutional settings. This 
information supplied details missing from the more general categories of the 
published vital statistics.
Hospital face sheets (admission data) were frequently part of the funeral 
director’s record. An admission date could be compared to the date of death 
and length of the last stay determined when available. Similar documents from 
nursing homes were reviewed and corresponding calculations were applied.
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Deaths at home generally provided fewer trace documents regarding care; 
however, funeral director’s notations provided some evidence of the presence 
or lack of medical care prior to death.
Telephone surveys of area churches were conducted to collect information 
about church membership. The Missoula County Health Department also 
contributed raw data from a concurrent study of church attendance and 
membership. Representatives of churches were asked about current 
membership numbers and average weekly attendance. The data available 
varied by church; some were able to provide membership numbers by total 
adults, total families, or by persons considered by the church to have reached 
an acceptable age to be accountable for their membership choice. Others had 
no membership numbers, but were able to provide weekly attendance figures. 
Data were categorized by religious denominations and in instances in which a 
congregation provided numbers for faith community membership and average 
weekly attendance, the figure reported represents the larger of the two.
Missoula City-County Department of Health surveys report that Missoula’s 
residents tend to be at any given time a mobile group, with only 32% having 
lived at their current address for more than two years (1997). A large part of 
that turnover corresponds to the inherently transitory University population and 
is impacted by their short-term residence. Mobility is also evident within trends 
involving people of older generations who following retirement may move to 
Missoula or from Missoula to rejoin children.
Additional community facts were obtained through surveys of employers 
and publications produced by Missoula Chamber of Commerce, Montana Area 
Economic Development Corporation, the Department of Health and Human 
Services Vital Statistics Bureau. Qualitative data that were not captured in
5
these systematic reports were acquired in the course of formal interviews with 
the Missoula Indian Center, the Refugee Assistance Corporation, and the 
Missoula City-County Health Department.
6
CHAPTER 3 
Findings
County Census and Services
Of the residents of Missoula County (Table 1), 10.2% are 65 years of age or 
older; 60.6% are between 20 and 64, and 29.2% are under the age of 20 (U. S. 
Census, 1995). Per capita income in 1995 was $18,446, with an average 
annual wage of $20,966 (MAEDC, 1997). Median household income per the 
1990 census was $23,388. Median age at death was 77 for all races. Median 
age at death for “other races” [primarily Native American Indians] was 59.5.
Missoula has two hospitals with a total of 336 beds (Table 2). The 6 skilled 
nursing facilities, which include 2 recently established Transitional Care Units 
in the two hospitals, have a total of 410 beds. There is also one 8 bed hospice 
residence, the first such licensed facility in Montana. Additionally, there are 
licensed care facilities for aging individuals that consist of 10 Personal Care 
Homes, 9 Adult Foster Care facilities, 1 Adult Day Care facility and 7 
Retirement Homes. There are 2 agencies providing home health care of a 
broad nature, including skilled nursing and IV services (both use a single home 
infusion pharmacy). There is 1 licensed hospice provider providing both at 
home and residential services. Other companion and housekeeping agencies 
do provide services to homebound adults that more approximate personal care 
than skilled nursing. There is a single mental health facility (35 beds) that 
provides any and all of the associated care normally provided by such facilities, 
such as chemical dependency treatment, mental health care, and psychiatric 
hospitalizations. Alternative therapies are available in Missoula County and 
include such specialties as Chiropractic, Massage Therapy, Acupuncture, 
Naturopathy and Music Thanatology.
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Missoula County has a total of 259 physicians and 1,281 RNs and LPNs. 
Primary care providers in 1995 are calculated by Montana DPHHS as 82 
medical doctors and doctors of osteopathy, 28 family nurse practitioners, and 8 
physician’s assistants.
Despite a sizable Native American Indian (NAI) population of approximately 
3,000, there are no Indian Health Services (I.H.S.) or Tribal Clinics in Missoula 
County. The Missoula Indian Center (M.I.C.), a non-medical subsidiary of the 
Indian Health Service, and is staffed by twelve full time employees. This is 
Missoula’s primary resource for NAI health outreach and referral and provides 
alcohol and tobacco aversion classes and diabetes screening and education.
Based on federal and state standards, Missoula County is designated as 
medically ‘underserved’. As this designation was eliminated in successive 
years, its presence on this particular year’s profile remains a mystery.
Insurance and health care coverage
According to a publication produced by the Missoula County Department 
of Health (1997), 84% of Missoula County’s 87,130 residents are covered by 
some health care plan. Montana’s Department of Health and Human Services 
estimates that Medicaid accounts for 8.9% and Medicare for 12.5% of this 
coverage (1997).
Eight of Missoula’s 28 largest employers (those employing in excess of 50 
employees) were surveyed about employee benefits. Insurance plans for 
employees of these organizations provide coverage with traditional fee-for- 
service plans of 80/20 splits and moderate ($100-$500) deductibles. A large 
number of smaller employers provide insurance policies with deductibles as
8
Table 3.1 Statistical snapshot of Missoula County, 1995
Area in Square Miles 2,598
Population per 1995 Census Est. 87,130
Population Density per Sq Mile 33.5
Population per age and gender 0--19 20-64 65+ Total
(1995 US Bureau of the Male 12.,940 26,340 3,630 42,890 *
Census Estimate) Female 12,,510 26,470 5,270 44,240 *
Total 25, 450 52,810 8,900 87,130 *
Percent 25 years or older with 
HS Diploma or GED (1990 Census) 85.4%
Median Household Income (1990 Census) $23,388
Percent of Population at or Below
Federal Poverty Level (1990 Census) 100% 150% 200%
17.0% 26.7% 37.4%
Percent of Population with Health Care Medicaid Medicare
Costs Covered by a Gov't Payor (1995) 8.9% 12.50%
Average Median Age at Death (1995) Male Female White Other All
73 80 77 59.5 77
US Average Median Age at Death (1995) 72.5 78.9 76.5 71.9 75.8
Msla Cnty U.S.A.
Deaths per 1,000 population (1995) 6.8 8.7
Cancer Incidence Rate
(Diagnoses per 100,000 Pop., 1993-1995) 348.9 452.3
Motor Vehicle Accident Death Rate
(Per 100,000 Population,'93-95) 14.8 16.5
Traumatic Injury Death Rate
(Per 100,000 Population,’93-95) 60.2 35.8
Suicide Rate 21.4 11.6
(Per 100,000 Population,’93-95)
* Rows do not total exactly due to rounding errors
Source: Montana DPHHS County Health Profile dated February 1997 and National Vital 
Statistics Report Vol. 47 No 9
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Table 3.2 Medical Facilities and Resources in Missoula County, 1995
Hospitals or Medical Assistance Facilities
Community Health Centers
Availability of 911 Service and 
Advanced Life Support Service
Indian Health Service Facilities
Tribal Health Clinics
Skilled Nursing Facilities (# of facilities; beds)
Aging Services Licensed (Number of Personal 
Care, Adult Foster Care, and/or Retirement Homes)
Home Care Servcies Licensed (Number of Home 
Health Agency and/or Hospice Licenses)
Mental Health Service Facility Licenses
Primary Care Provider Resources (Number of MDs 
and DOs, Family Nurse Practitioners, and 
Physician's Assistants)
Public Health Resources (Number of Full-Time-Equi­
valent Public Health Nurses, Pub Health Sanitarians, 
and WIC Nutritionists)
Physicians other than primary care providers
Alternative Health Care Providers 
Acupuncture 
Biofeedback Therapy 
Chiropractors 
Naturopaths 
Massage Therapy 
Medical Intuitives
Music Thanatology Programs (8 fulltime, 5 contract employees)
2 local hospitals; 336 total beds
1 community
911 Advanced Life Support
Yes 3 Services in Missoula
None
None
6 / 4 1 0  Beds
PC
8
HHA
1
MD/DO
82
AFC
9
1
FNP
28
RH
6
Hospice
2
PA
8
Nurses Sanitarians Nutritionists 
16.6 14 2
177
4
1
27
3
25
2
1
Source: Montana DPHHS County Health Profile dates February 1997 and MDP Network & 
Systems Survey
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high as $1500 and variable co-payments. There are no staff-model, managed 
care plans serving residents of Missoula County. Managed care through a non­
staff model is available in Western Montana. Policies available through 
insurance companies use expressions such as “managed care” or “HMO” to 
designate a reduced rate of reimbursement for preferred (participant) providers, 
pre-approval for non-emergency procedures and limited co-payments for 
recipients. Case management is an exempted service from most traditional 
insurance policies sponsored by employers in this area.
Of the larger employers surveyed, most include life insurance as a 
customary benefit, with policies generally ranging from $10,000 to $20,000 and 
options for employees to buy additional coverage. Health insurance policies for 
retirement or long-term disability are infrequently provided. Employers report 
that employee interest in benefit distribution is more focused on current benefits 
and less concerned with diverting benefit dollars toward retirement or disability 
plans. Most administrators interviewed anticipate that Medicare will be the 
employees’ primary health care coverage following retirement. The State of 
Montana, however, is exploring purchase of long-term health care policies for its 
local employees at the University.
County Death Statistics
This study highlights the limitations of available official sources of data. 
Montana Vital Statistics for 1995 provides basic statistical data about County 
Deaths. Total deaths for the County, Causes of Death, and Frequencies by age, 
sex and cause are readily available. The microcosm of illness, death settings 
and family situations remains an abstract notion dissolved in this systematic 
data. Information from the files of area funeral directors allow a closer look at 
the relationship between the patterns of death in Missoula County, the 
construction of the death certificate and state vital statistics.
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The Montana Vital Statistics Bureau provided information of Total Deaths by 
location as Hospital and Non-Hospital Deaths (Table 3). A cursory look at this 
information revealed an incongruity in the number of Total Deaths by County. 
The published numbers include the deaths of all persons who died in the 
County. Because Missoula's hospitals serve a large, multi-county region, the 
increased number of in-hospital deaths can be expected to include residents of 
other counties. Persons dying in the County, who reside elsewhere, are most 
likely those who receive emergency or other specialized treatment from the 
major medical centers.
Table 3.3 Missoula County deaths by location
Year Total deaths Hosjpital Nrsg Hm/Residence
1995 754 100% 371 49% 383 51%
1990 673 100% 372 55% 301 45%
1985 603 100% 397 66% 206 34%
1980 599 100% 381 64% 218 36%
Source: Vital Statistics Bureau, Montana DPHHS
Death certificates use check boxes to designate the following general 
categories: Hospital: Inpatient, ER (emergency room), DOA (dead on arrival); 
or Other: Nursing home, Residence, or Other (specify). In its data collection 
and reporting, the State of Montana condenses these as hospital or non­
hospital categories. Information contained in the local funeral home files 
enabled determination of the specific places of death of County Residents and 
revealed a much different care pattern than would be suggested by the 
hospital/non-hospital dichotomy.
End-of-life care appeared to be provided in almost proportionate amounts at 
hospitals, at nursing homes, and at homes. This information from MDP’s study 
of funeral records motivated the Vital Statistics Bureau of the Montana 
Department of Health and Human Services to do a special data analysis of their
12
records. The special analysis provided additional details about place of death 
for Missoula County Residents only, 1989-1995 (Table 4).
Table 3.4 Missoula County Deaths by Facility: 1989 -  1995
T ill J , ■ iidl, iiota cleans ■ ■----- ** -irDGpta ER&DCA Nisi ng Herne nhriflnnrn Other Nat Stated
1985 596 168 28% 61 10% 164 28% 167 28% 35 6% 1 0%
1994 586 189 32% 49 8% 162 28% 161 27% 25 4% 0 OP/o
1903 606 184 30% 60 10% 184 30% 160 26% 2D 3% 0 OP/o
1992 560 172 31% 53 10% 129 23% 159 29% 22 4% 15 3%
1991 505 169 33% 52 10% 128 23Yo 116 23% 18 4% 22 4%
1900 501 168 34% 39 8% 130 26% 129 26% 23 5% 12 2%
1909 516 170 33% 45 9% 138 27% 123 24% 21 4% 19 4%
Source: Montana Vital Statistics Bureau.
In 1995 Missoula County recorded 754 deaths, 596 of which were Missoula 
County residents (Table 4). Of those, 168 (28%) died in hospitals as inpatients, 
167 (28%) died at a residence, and 164 (27.5%) died in nursing homes. Of the 
remaining 97 deaths, 55 (9.2%) occurred in emergency rooms, and 6 (1%) were 
dead on arrival to a hospital. Following comparison of funeral home data, the 
place of death could still not be determined in 36 (6%) cases; 35 (5.8%) were 
recorded as “other “ (unspecified) locations, and 1 (0.2%) listed no place of 
death.
The mean length of hospitalization before death was approximately 6 days. 
Nursing home admission documents were less consistently available and 
contained fewer data points. Some of the deceased had been in nursing homes 
for months or years, while others had very short stays of a few days to two 
weeks. Because so few nursing home records disclosed admission information, 
no formal tabulation was possible.
Deaths recorded at home were examined further. By correlating MDP’s 
research of funeral records it was discovered that deaths recorded at a
13
“residence” could mean that the deceased had expired at their own home, at 
the residence of another, or at the hospice house. There were some interesting 
properties of deaths “at home.” If the deceased had been receiving hospice 
care or had received regular medical services through a doctor, the attending 
physician could attest to the cause of death and was the only official required to 
sign the death certificate. If the person died suddenly without a terminal 
diagnosis, the coroner would be required to investigate the death, order an 
autopsy if questionable, and sign the death certificate.
Because of the variety of circumstances that might prevail, it was only 
possible to speculate when a person had received hospice services, but it was 
not possible to tell the type of home care these persons received. From the 
information available, it was often not possible to distinguish hospice from non­
hospice patients receiving terminal health care for a terminal diagnosis unless 
the funeral record contained a request that “memorials be made to hospice in 
lieu of other remembrances.”
According to the director of Missoula’s hospice, hospice has provided care for 
approximately 180 deaths per year over three counties, although the 
preponderance is in Missoula County. Neither MDP’s research of death records 
or the available hospice records for that time provide enough information for us 
to corroborate this percentage.
The other or not stated categories were also investigated. “Other” 
locations are defined by the state as public places or outdoor locations, 
although upon occasion it could also be the hospice residential facility, a 
location that does not precisely fit the common categories of hospital or 
personal residence. Not stated has a more obscure connotation. The state 
uses this category for the rare situations in which a person is missing and 
presumed dead, or in which the body is [physically] discovered somewhere
other than the actual place of death. This designation is rarely used.
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The records obtained for the last six years show no specific trend toward 
change in place of death, although deaths at home have increased slightly and 
deaths in hospitals have decreased in the last year (Table 4).
Causes of Death
Causes of death are important as MDP’s studies focus primarily on the 
experience of patients and families for whom a death is anticipated. The ten 
most frequent causes of death of Missoula county residents (Table 5) closely 
parallel the list for the United States as a whole. One exception is HIV disease, 
which is a rare cause of death in Missoula. In contrast, Alzheimer’s Disease 
does appear on Missoula’s list of most frequent terminal diseases but is not 
listed as one of the top ten common causes of death nationally.
Table 3.5 Top ten causes of death in Missoula County and the USA by 
frequency
)5 US 1995 Year 1995 1990 1985 1980
uses Missoula Causes of Death No of deaths in Missoula County
1 i i i i i Heart Disease 143 131 138 152
2 2 Cancer 129 109 97 95
3 3 Cerebrovascular Disease 38 40 36 49
4 4 COPD 42 26 27 20
5 5 Accidents 41 21 39 46
6 6 Pneumonia & Influenza 40 13 15 8
7 7 Diabetes 18 24 6 8
9 8 Suicide 19 9 14 7
14 9 Alzheimer’s Disease 8
10 10 Chronic Liver Disease 4 6 10 10
Arteriosclerosis 4 4 7
8 HIV infection
Deaths, excluding fetals, total 596 501 480 488
Source: Vital Statistics Bureau, Montana DPHHS
The causes of death are typical for a sedentary society (MDPHHS 1997). Of 
interest is the accident category. Western Montana is an area in which deaths 
by non-automotive trauma exceed those by automobile accident. Recreational
15
accidents from hunting (firearm ownership and use), skiing, hiking, water sports, 
and off-road vehicles account for many of them.
Minorities
Missoula’s population is 96% Caucasian. Native American Indians (NAI) 
number 3,000, about 3.4% of Missoula County’s population. (The actual counts 
are subject to various discrepancies in counting methods.) Native Americans 
are not easily distinguished from Caucasians by physical characteristics, dress 
or activities. Many live temporarily in the city to work or attend the University, 
although their residence of record may remain one of the reservations outside 
Missoula. A population count of 3,000 Native American Indians was estimated 
by the Missoula Indian Center.
A smaller group of Russian and Hmong immigrants are also evident in 
Missoula County, but their actual numbers are at least equally obscure. The 
County Health Department estimates Russian immigrants to number 500 and 
Hmong residents approximately 300.
A few issues are raised by the absence of anticipated evidence of deaths 
among ethnic minority communities. In the records of nearly 600 funerals in 
1995, none denoted any members of Missoula’s Hmong population. The only 
exception was an individual who died elsewhere, but whose body had been 
returned to Missoula for burial. The Vital Statistics Bureau was contacted and 
further assistance requested in investigating what seemed to be an anomaly. 
The follow-up yielded the discovery that at most, only six Hmong residents 
(designated as “other Asian”) had died in Missoula County over the last six 
years, none in 1995.
With this information, we then consulted the Hmong social worker at the
Refugee Assistance Corporation. She recalled few deaths in recent years,
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explaining that the Hmong usually live to be very old. In Missoula most Hmong 
are middle-aged, far from the expected age of death. Most of the deaths that 
she knew of were accidental in nature and not from illness or other causes that 
could have been anticipated. A phenomenon known as Sudden Death 
Syndrome is associated with middle-aged Hmong (Munger, 1987; Adler, 1995). 
According to a senior staff person in the Vital Statistics Bureau, this syndrome 
has not yet been recorded in Montana. According to a senior staff person in the 
Vital Statistics Bureau, this syndrome has not yet been recorded in Montana.
The number of Native American Indian deaths recorded seemed meager.
With a population of 3,000 NAI in the city some deaths were expected, but few 
were found. Multiple factors contribute to this finding. The site of last health 
care might be one reason. Native Americans who are registered with the tribal 
government can receive health care free of charge at the Indian Health Service 
facility on the Flathead Reservation, an “open” reservation in Lake County 
northeast of Missoula. An “open” reservation is one that is open to providing 
services to members of any tribe. There are added psychological and economic 
incentives for Native Americans approaching death to return to the Reservation 
for needed health care, physical and moral support.
This may eliminate some NAI deaths from death statistics in Missoula 
County. The staff of the Missoula Indian Center also reports that referring Native 
Americans to Indian lands for critical care increases the statistical reporting of 
HIV disease on the Reservation. When NAI’s are diagnosed with HIV disease, 
they must leave the urban area where they live and return to the Reservation 
where prepaid health care is assured. This same situation may be responsible 
for some underreporting of HIV deaths within the County of Missoula.
There is another possible reason for the underreporting of NAI designation on 
death certificates. Interviews with funeral directors and corroboration from
17
Montana’s vital statistics professionals concur that there is a flaw in the 
processing of death certification. Funeral directors who complete the forms 
generally “assume” race. According to one funeral director, “There are very 
typical features of Blacks, or Asians, which would make them conspicuous to 
[the mortician]. . .  it is indelicate, unfashionable, or both to ask the family of 
someone who appears white whether or not they are Caucasian.” In Montana, 
it has previously been noted that one-third of those persons bom as Native 
American Indians statistically die as Caucasian (Reed et al, 1992). The state 
vital statistics bureau is aware of the discrepancy.
The 1990 U.S. census shows the median age of Native American Indians to 
be 26 years of age, with 92% of the population under age 60. According to the 
Missoula Indian Center, a NAI is often considered elderly when he or she 
reaches 45-50 years of age. Adult onset diabetes is a large concern for NAI’s 
and afflicts many in their 20’s, threatening reproductive capacity as well as 
prospects of a long life. This condition, in addition to a greater prevalence of 
accidents and other violent deaths, is responsible for the larger number of 
“early” deaths.
By contrast, the U.S. total population (all ethnic groups included), the 
median age is 33, with 83% of the population underage 60 (Administration on 
Aging, 1990). Montana Vital Statistics reports the median age of death for 
residents other than Caucasian to be 59.5 years.
Funeral Practices
Funeral practices are in a state of rapid change in Missoula County. Rates of 
burial and cremation illustrate some of that change. According to area funeral 
directors, cremation was virtually non-existent in Missoula until 1973. While 
there were no crematories in 1973, there were 2 by 1991. Statistical data from
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the Vital Statistics Bureau of the Montana State Department of Health and 
Human Services regarding burials and cremations as final dispositions were 
available only for the years 1989 through 1996 (1997). The rate of cremation 
(total cremations divided by total deaths) has risen in that time period from 56% 
to 64%. The national rate for the same time period has ranged from 20%-23% 
(Cremation Association of North America, 1998).
There are four Missoula mortuaries, two of which have retorts 
(crematoriums). There are four cemeteries within the city, although private burial 
grounds still exist on area ranches. The price of cremation services and 
inurnment is approximately half the cost of those services associated with 
traditional viewing and burial, although there are many additional services that 
can be purchased to make the prices comparable.
Native American and other ethnic cultures that honor death with unique or 
extended rituals run contrary to the management of Missoula’s cemeteries; 
consequently, many of their members are buried outside of the area. As their 
numbers are small, they have exerted little pressure on local services to meet 
their needs. Instead, they have found existing services outside the area that 
are able to provide appropriate flexibility or have few constraints on traditional 
activities or demands.
Cremations are not a common mode for Native American Indian or Hmong 
funerals in this area. Funerals for NAI are more likely to occur outside Missoula 
County on one of the Reservations. The longhouse, a Native American 
community hall at St. Ignatius in Montana’s Lake County, is the only such facility 
in the area and is central to some tribal (particularly West Coast Salish) 
gatherings, rituals and feasts at times of mourning. The facility maintains a no­
alcohol environment during sacred events and assemblies.
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Members of the Hmong ethnic group often conduct their burial practices 
outside Missoula. Hmong prefer to bury their loved ones in the presence of a 
grave mound (dirt); often the grave is filled by hand. A cemetery in St. Ignatius 
on the Flathead Reservation in Lake County permits the burial rituals required by 
this traditional society. This cemetery allows the lowering of the body in the 
presence of mourners and manual filling of the grave. Missoula cemeteries open 
and close graves with a backhoe and do the lowering of bodies in the absence 
of bystanders.
Faith Community Affiliation
Death and the confrontation with life’s end frequently involve issues of religion 
and faith. Although our research recognizes many constructs that frame 
transcendence or spirituality, faith community membership remains one of the 
few quantifiable indicators of association, spirituality and faith. Other indicators 
may include racial or ethnic communities or voluntary associations in special 
interest or fraternal groups.
Religious congregations may be expected to share in the support of dying 
members as well as their families; therefore, membership is a valuable measure 
contributing to a more complete understanding of end-of-life experience of the 
County of Missoula. An enumeration of faith community membership was limited 
to those numbers available through the cooperation of churches or known faith 
communities.
Twenty-seven percent of the adult population of Missoula County are either 
members or regular attendees of area churches based on our telephone survey 
of area churches and faith communities. This figure closely corresponds with the 
estimates suggested by a representative from the local ministerial association 
and three area chaplains.
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Funeral directors interviewed commented on the recurrent need to search 
out and hire local chaplains or clergy to provide services for the large number of 
deceased who, at the time of death, had no current or local faith community 
membership. Church membership appears to be impacted by Missoula’s rate of 
mobility. According to the information obtained during MDP’s review of funeral 
records, it was often the case that a decedent’s remains were shipped to other 
locations [associated with the decedent’s past], and that either funeral 
announcements or religious services involved a faith community from a former 
residence.
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CHAPTER 4 
Conclusion
Missoula County has the resources to provide a positive medical environment 
for end-of-life care. The community has an abundance of medical facilities and 
amenities. There is a diversity of providers including complementary care and a 
residential hospice house. Additionally, residential care providers exhibit no 
significant shortage of space available or staffing.
Compared to other areas of the United States, Montana is a fiscally poor state 
and Missoula a relatively poor community. However, the relative continuity of 
middle class dwellings depicts stability rather than any sense of a chaotic 
economy.
It has a homogeneous population of approximately 96% Caucasian residents. 
The current method of investigation may undersample deaths in the ethnic 
populations such as Russian immigrants. The surname of these individuals 
does not distinguish them from other Caucasians and therefore some 
distinctions may be lost in analysis.
This research into the construction and reporting of death-related vital 
statistics indicates that current collection processes and reporting formats used 
to create the public record is not entirely accurate. Published records tend to 
combine site of death inappropriately, resulting in a greater number of deaths 
reported in institutional facilities than actually occurs. Our source document 
research in Missoula County demonstrates that deaths occur in private homes, 
hospitals, and nursing homes in approximately equal proportions. Figures 
published by state vital statistics agencies may prove unreliable and inadequate 
for purposes of research into community practices regarding end-of-life 
experience and care.
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Financial access to services challenges Missoula’s residents as the 
combination of a low median income, predominance of fee-for-service medical 
care, and limited insurance options may impact the elderly, as well as those of 
working age. Other issues tend to impact Native Americans disproportionately. 
Reliance on Indian Health Services resources and Indian Social Services 
outside of Missoula County plague this group as a whole.
The insurance climate of Montana is unusual in that within the country in 
1998 there was little managed care penetration and no staff-model health 
maintenance organization. Missoula’s large geographic territory is deceptive. 
The total population of Montana, approximately 870,000, is smaller than most 
large cities. Insurance carriers and managed care companies typically rely on a 
large pool of “covered lives” to absorb impact of high cost and resource 
utilization of the few people with serious illness. Montana presents a marketing 
and distribution problem for large insurers. Overhead is high. Companies still 
must provide local agents to handle sales and, to a lesser extent, claims. The 
large expanse of land, and small and dispersed population of Montana does not 
represent a lucrative market for insurers or potential MCO’s (Moskowitz, 1997). 
Consequently, insurance companies are few, policies are costly, and 
alternatives are limited.
Common to university communities -- particularly in the west, a high 
percentage of Missoula's residents live a significant distance from their families 
of origin. The mobility of Missoula’s society is evidenced by meager 27% faith 
community membership among adults as well as reduced frequency of formal 
funeral services.
The present Network and Systems research, when compared to data from 
MDP’s Community Survey, reveals a sharp discrepancy between individuals’
self-identification with faith communities and the local congregations’ own
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assessment of membership or regular attendance. MDP’s Community Survey 
demonstrated that a majority (69%) of residents considered themselves to be a 
member of an organized faith or religious denomination (Trankel, 1998). 
However, data from this survey of area congregations and faith communities 
found evidence of only a minority of adults (27%) who were members or regular 
attendees of an established faith community group or congregation. This lower 
figure suggests a relatively sparse involvement in a shared spiritual community 
and diminishes the likelihood of this potential source of support at or near the 
end-of-life.
Social support for persons at end-of-life is impacted by a paucity of common 
sources of assistance: a family caregiver, church members or a community 
support network. Long distance arrangements for care of the elderly are a factor 
the impact of which is difficult to gauge. Some information regarding the 
influence of distance from relatives and friends on patients’ quality of care and 
end-of-life experience will be provided by other components of MDP’s 
Community Profile, including interviews with families of nursing home residents. 
Lack of contact with family of origin and the difficulties associated with blended 
families, inadequate incomes and limited access to services all add to the stress 
of end-of-life care.
Although Missoula County has a sufficient supply of doctors and medical 
facilities, the community retains the both federal and state status of “medically 
underserved.” A substantial proportion of residents is inadequately insured and 
lacks the financial that would ensure ready and reliable access to professional 
health care (Missoula City-County Health, 1997). Employers provide insurance 
with high deductibles making coverage suitable only for catastrophic illness 
rather than preventive care. This may create a barrier to accessing medical care 
for many chronically ill individuals.
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We document an under-penetration of managed care programs relative to 
the national experiences. This can be presumed to be a consequence of the 
geography and broad distribution of the State’s population. The only managed 
care plan available in the County of Missoula is a non-staff model that provides 
limited case management, but otherwise functions as just another form of 
insurance.
Without case management, coordination of care may be lacking. Patients 
and families may not be aware of useful services and may have difficulty 
determining their eligibility, arranging payment or otherwise acquiring services 
and special equipment. Therefore, in absence of a case management services 
such as hospice and some special programs offer, the process of obtaining and 
coordinating desired services significantly depends on advocacy on the part of 
the patient, family and/or involved professional providers. The openness of this 
system seems appropriate for the independent spirit of the West, but 
inappropriate for the complexity of medical care and issues at end of life.
This research establishes a baseline of systems, services and patterns of 
services at the inception of a long-term community demonstration project 
focused on improving end of life experience and care. This study highlights 
challenges within the collection of relevant data. It provides insights into potential 
indicators of quality of care and access to valuable resources and services that 
can be tracked over time. This audit of the network and system of services also 
illuminates potential avenues for advocacy on the part of individual patients and 
families in their efforts to obtain desired services during the course of late-stage 
illness, in their own informal caregiving and during times of grief.
This study cannot adequately examine the range of differences in funeral 
customs held by the variety of tribes in the region. A study that explores Native 
American experiences with end-of-life care and death is underway.
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This study informs a community level process of evidence-based quality 
improvement focused on end-of-life care. The inevitability of death ensures that 
virtually all of us will be recipients of health care and some social services 
related to terminal illness or injury. Purchasers of health care and health 
coverage have an obvious stake in the quality of services. Individuals and 
purchasers of group health coverage, such as health benefit managers, can 
influence the quality of care and improve access to desired services, quality and 
coordination of component services through marketplace choices and public 
policy.
The Montana Vital Statistics Bureau in Helena has worked closely with the 
Missoula Demonstration Project. The information developed in the course of the 
research will be available to assist the State in its efforts to improve the tracking 
of vital information that informs data collection as well as health policy. End-of- 
life care could be more regularly evaluated and monitored by improvement of 
vital statistic documentation. Hospice care, home care, and length of stay in last 
institution would constitute helpful measures for the State Bureau of Vital 
Statistics to track in future years.
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